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When health means suffering: mammograms, pain and compassionate care
The X-ray mammogram remains the cornerstone of most public health programmes aimed at the early
diagnosis of breast cancer. Its virtues of safety, reliability and cheapness maintain its established position, and
Western social and cultural traditions of ambivalence to pain push any questions concerning the painfulness
of the procedure into the background. As part of a larger UK/USA-based empirical study, we undertook a
qualitative analysis of women’s accounts of pain experienced in mammograms and their reaction to it,
comparing their accounts with professional views and advice to patients as reflected in interviews, patient
leaflets and practice guidelines. We found considerable variability of experience and reaction to pain among
patients, and indications of similar variability in professionals’ views and practice, contrasting with a uni-
formly reassuring message in formal institutional advice. We suggest that in practice professional work-
arounds and patients’ felt obligation to tolerate pain bridge this gap, but that action to tackle the problems of
dropout and the emotional and operational costs of the current system is nonetheless needed. The need is for
concerned groups to combine to establish a serious and sustained programme of amelioration and innovative
technological development to assure more compassionate patient care and operational efficiency.
Keywords: mammograms, pain, patient experience, breast cancer diagnosis, screening programmes,
public policy.
INTRODUCTION
Cancer is recognised as a major public health risk in most
advanced societies, and national health-care policies
actively promote early diagnosis and treatment. For breast
cancer, the mammogram is well established as the prin-
cipal instrument for early diagnosis and is widely used in
mass screening programmes as well as in clinical diagno-
sis. Mammogram use is not without controversy, with
concerns centring principally on diagnostic accuracy,
risks from radiation and ‘overdiagnosis’, leading to unnec-
essary treatment (Jørgensen et al. 2011). Amidst these
concerns and controversies, there has been little room for
critical consideration of the physical demands of the pro-
cedure itself and what that means for patients. Yet there is
a background rumble of discussion in the scholarly litera-
ture and less formal sources, which suggests that pain in
mammography is not a negligible issue for patients and
not without costs.
The present paper focuses on this relatively neglected
topic, using new and existing data to probe the strategies,
alliances, rationalisations and ad hoc negotiations that are
used to manage pain (or contest its existence) at the indi-
vidual, collective and institutional level, with a particular
focus on patient experience and views. Pain in mammo-
grams emerges as an exemplar of an area of intersection
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between issues at both the individual and institutional
level. At the individual level, issues of ‘moral obligation’
(both as responsible citizens, and a female duty) meet
issues of personal and patient freedom of choice in health
care. At the institutional level, organisational practices of
safety (in assuring clinical diagnosis or public health)
intersect and may conflict with policies of compassionate
and personalised care. The empirical evidence suggests
that despite our supposedly pain-averse society, and the
demonstrable tensions pain induces, pain is the loser
in any contest between compassionate and strictly
compliance-oriented approaches. It is concluded that the
ambivalence of both patients and professionals towards
pain results in weakening of any collective will to stimu-
late radical change; but their muted protests nevertheless
deserve more enlightened consideration by ethicists,
health-care authorities and research funders through pro-
grammes of mitigation and future development.
PRIOR LITERATURE
Social and cultural dimensions of pain
We frame our understanding of the approaches of different
actors to questions of pain in diagnosis and treatment by
reference to three principal inter-relating influences: con-
ceptual issues over pain in Western medical practice,
socio-political pressures relating to good citizenship and
relations of authority, as discussed below.
Pain has long been a contested issue in Western medi-
cine. In a recent report deploring inadequate standards of
treatment for chronic pain in the USA, the Institute of
Medicine (IoM) endorsed the long-standing critique of the
inability of Western medical culture, rooted in a Cartesian
mind–body dualism, to move beyond narrow physiologi-
cal definitions of pain. IoM refers to increasing acknowl-
edgement within the profession that pain cannot be
reduced to biology alone, but finds a continuing failure to
translate this into practice (IoM 2011). Similar arguments
and concerns around broadening understanding of the
interweaving of mind and body in the phenomenon of
pain are heard in other nation states (Scheper-Hughes &
Lock 1987; Baszanger 1998; Resnik & Rehm 2001;
Crowley-Matoka et al. 2009). There is thus a long-
standing tension between popular and different profes-
sionals’ understandings of what may count as pain.
Tensions, and cultural differences, likewise exist over
the place of pain in society. The culture of contemporary
Western society is generally strongly averse to pain, but
yet allows certain ‘culturally authorised’ exemptions,
including tolerance of pain in restoring health or for bodily
improvement (Shilling & Mellor 2010). The cultural
exemption for pain in the context of expected health ben-
efits slots into place within a further authoritative con-
temporary cultural discourse on individual citizens’ duty
to take responsibility for their own health, as part of ‘bio-
logical citizenship’ (Rose & Novas 2007). This discourse,
building on the Foucauldian concepts of governmentality,
technologies of self, biopower and biopolitics, is shaping
power relations between the state and its citizens
(Armstrong 1995; Petersen & Bunton 1997; Rose 2001) and
is important for the operation of public health pro-
grammes promoting early diagnosis or lifestyle interven-
tions (Howson 1999; Armstrong et al. 2007; Roy 2008;
Department of Health 2010; Kampf 2010). Citizens’
adaptation to this regime is not without stresses and
defaulters, as the case of pain in mammography will
illustrate.
For the patient reporting for a breast screen or diagnosis
of a suspicious lump, the authority of government that
supports the discourse of responsible citizenship, by
urging citizens to be risk aware and take responsibility for
their health (Department of Health 2009, 2010), coalesces
with the medical authority supporting mammography
technology. This is further reinforced by unconditional
endorsement of these dicta by cancer charities and patient
groups, thus making a powerful alliance covering virtually
all sources of authoritative information patients might
seek and leaving scant room for expression of patient
concerns about pain.
Academic literature
Although medical advice to patients remains that having
a mammogram may be uncomfortable but is rarely
painful, there is no lack of medical and public health
literature on pain in mammograms. This literature shows
both sharp differences of opinion between professionals
and widely varying accounts of patients’ views. Studies
that attempt quantitative measurement of how much, if
any, pain is felt by women undergoing mammography
have failed to produce consistent findings, with reported
incidence of pain (variously defined) varying between 1%
and 93% (Davey 2007), with a substantial part of that
variation being attributable to choice of survey instru-
ment (Kornguth et al. 1996; Kashikar-Zuck et al. 1997).
While some early studies concluded that pain is not
a problem, later reviews indicate that many others
express concern (Andrews 2001; Davey 2007; Miller et al.
2008). Another focus of study is increased risks of non-
compliance if women fear the mammogram and expect it
to be painful (Marshall 1994; Elwood et al. 1998; Doyle &
Stanton 2002; Poulos & Llewellyn 2005; Miller et al.
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2008). A further strand of investigation seeks to identify,
using survey methods, demographic or operational factors
associated with pain and to propose practical ways for
mitigation within existing frameworks (Davey 2007;
Miller et al. 2008), although few, if any, of these have
found their way into practice.
Grey literature
In contrast to these mixed views, the ‘grey’ literature of
pamphlets and web pages offering authoritative medical
advice to patients from health providers, cancer charities
and patient associations is virtually unanimous in dis-
missing any pain as trivial. For example, the leaflet offered
by the UK National Health Service (NHS 2011) – used for
both screening and clinical assessment patients – states
in answer to the question ‘Does having a mammogram
hurt?’:
Most women find having a mammogram uncomfort-
able. Some women find it painful, but only for a few
seconds. (p. 5)
By making a distinction between painful and ‘uncom-
fortable’, the leaflet implies no pain for the ‘normal’
woman. Additionally, emphasis is put on the transience of
pain, without discussion of its quality, or the need for
more than one exposure. A similar assumption that the
normal woman will experience at most ‘discomfort’
appears in patient information in Australia and Canada
(BreastScreen Australia 2014; Screening for life.CA 2014).
The influential American Cancer Society (ACS) similarly
advises:
Although the compression can [be] uncomfortable
and even painful for some women, it only lasts for a
few seconds and is needed to produce a good picture.
(ACS 2014)1
The authoritative messages coming both from service
providers and major cancer charities such as ACS and
Cancer Research UK (which co-authors the UK NHS
leaflet) as to the triviality or non-existence of pain are
further reinforced by smaller charities and patient asso-
ciations, which here as elsewhere generally align them-
selves with the medical establishment (Jørgensen &
Gotzsche 2004; Brown et al. 2011; ACS 2014).
Social science studies
There is in addition one substantial book-length critique
from a social science perspective, arguing that mammog-
raphy is an inherently unsuitable technology in need of
replacement (Cartwright 1995), and a growing number of
qualitative studies covering patient or consumer perspec-
tives. These will be considered alongside new empirical
data from a series of qualitative interviews to be consid-
ered in the next section.
METHODS
A qualitative methodology was chosen to throw light on
women’s reasoning about mammograms and the demands
of the procedure. Collaborative studies had already been
set up with two medical physics teams running clinical
tests of novel, optics-based technologies with potential for
diagnosis of breast cancer to study women’s experience of
health technologies and of research. A team of three social
scientists interviewed 85 participating women (65 in the
UK, 15 in the USA). Most of the women were attending
a breast clinic in a university hospital complex (and
recruited by collaborating clinical staff on criteria pertain-
ing to the medical physics test protocol), and about one
fifth were healthy volunteers (recruited through the
medical physicists’ personal or institutional networks).
Interviews, which took place in university accommoda-
tion after the women underwent an experimental breast
scan, were semi-structured, with space for patient narra-
tive. Typically, an interview would include prompts to the
patient to talk about how she had felt about taking part in
the experimental scan (before, during and after), how she
would describe the experience, prior experience of breast
examinations or research, her views on health technology
and on research participation in general, and any thoughts
she had about the usefulness and appropriate priority for
innovations of this kind. Mammograms were not listed as
a topic in the interview schedule but emerged as impor-
tant from patient narratives. In particular, two of the
topics routinely covered tended to trigger sometimes
copious commentary: (1) participants’ evaluation of their
experience of the experimental scan; and (2) the enquiry
about prior experience of breast examinations. To assist in
the analysis of this unscheduled data, three additional
interviews were arranged with two health professionals at
a diagnostic centre and a patient advocate.
Interviews were digitally recorded, subject to partici-
pant consent, and transcribed verbatim. Data analysis
followed standard qualitative methods, with iterative
reading of transcripts, by all social sciences team members
to assist in development of a coding frame, and use of
1http://www.cancer.org/healthy/findcancerearly/examandtest
descriptions/mammogramsandotherbreastimagingprocedures/
mammograms-and-other-breast-imaging-procedures-having-a
-mammogram
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Atlas-ti software (Atlas.ti Scientific Software Develop-
ment GmbH, Berlin, Germany) to assist data management
and analysis. In approaching the analysis, we were
mindful that interviewees’ accounts actively construct
rather than simply describe their experience and their
motivations (Mills 1940; Potter 1996; Gill 2000).
Ethical approval was obtained from the local Research
Ethics Committees in the UK and in the USA. The code
used below for distinguishing participants (while preserv-
ing anonymity) is a number preceded by UK/USA to dif-
ferentiate the UK and US cohorts, and PV or HV to
indicate whether patient-volunteer or healthy volunteer.
FINDINGS
Participating patients’ views on pain in mammograms
although not homogenous share common themes (whether
screening or clinical diagnostic mammograms are at issue).
The published and unpublished data cited below provide
material for a qualitative understanding of participants’
concerns and personal stresses as expressed in patients’
narratives, and the kinds of resources they and profession-
als need to mobilise to deal with the conflicts in practice.
Vocabularies of pain
The language used by patients to describe the experience
of the mammogram was often highly emotive and con-
trasted with the measured prose of the patient informa-
tion, going well beyond expected differences between
published documents and oral communication in an inter-
view. Terms used to describe the sensation in the breasts
included ‘squashed’, ‘squished’, ‘squeezed’, ‘mashing’ and
‘smashing’; while the process was ‘terrible’, ‘excruciating’,
‘a shock’, ‘agony’, ‘a vice’ and ‘like torture’. Other studies,
in the USA, Australia and Sweden record similar language,
for example, ‘cramming, squashing, squeezing’ (Engelman
et al. 2006); being ‘squashed to paper thin’ (Poulos &
Llewellyn 2005); and ‘tormenting, torturing’ (Johansson &
Berterõ 2003). A more moderate tone was used by a
veteran cancer survivor taking part in my study:
Patient: You’ve had a mammogram?
Interviewer: No, I’ve never had one.
Patient: Okay, it, it hurts. They clamp it and they make
it so tight. I can’t have one on this side now, with the
implant, . . ., but it can really hurt. They push in from
here, and they push in from there. . . . It’s, it’s very
hard. (UKPV40)
Whereas these terms emphasise the physical hurt of the
procedure, the women’s language also includes terms like
‘yank’, ‘invasive’ and ‘humiliating’, signalling the impor-
tance of the ‘non-biological’ aspects of pain, still not
always sufficiently recognised in everyday practice. This
is a particular issue in the context of the mammogram,
dealing as it does with a tissue that is culturally, as well
as physically highly sensitive, and where touching or
even exposure can cause embarrassment or humiliation.
‘Yanking’ of the breast implies not only pain, but also
depersonalisation of the patient to merely material for
processing:
It’s like they’re handling a lump of meat. Sort of
throwing it on a slab and doing something to it.
(Poulos & Llewellyn 2005; see also Pfeffer 2004).
it’s a bit, you know, sort of, putting your boob, plonk
it on a plate, you know [laughter] as if it’s a piece of,
piece of meat sort of thing. (UKHV8)
Clinical diagnostic mammograms similarly evoke a range
of painful emotions:
With the mammogram, you’re thinking, oh, it’s going
to hurt, they’re going to squash it, it’s embarrassing,
someone’s touching my breast, moving it around.
(UKPV5)
Variability and ambiguity
There is no consensus on how widespread such sensations
are, but the literature supports the conclusion of wide
variability among women in pain sensitivity, coping strat-
egies and sensitivity to context (Kashikar-Zuck et al.
1997; Brett et al. 2005), as does available interview data.
Some women, while expressing sympathy for others,
report no personal problems:
I’ve never experienced, you know, pain and problems
that other people complain about. (IIPV28) or
I don’t find them unpleasant. It’s just one of those
things. (UKHV3)
– although in the latter statement, the second part seems
rather like a qualification of the first. There is also use of
an apparently deliberately understated language:
Uncomfortable. Not a pleasant experience. (UKHV1)
Not the most comfortable thing in the world.
(USHV84)
These women may want to emphasise their strength, as
reported for women with chronic pain (Werner et al.
2004), but in some instances participants using almost the
same language do connect it to pain, for example,
MORRIS
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. . . not a very pleasant experience, I must say . . . it’s
quite a shock . . . the squashing and the squeezing . . .
and the pain. (UKPV29)
always painful, um, uncomfortable. (USPV87)
These examples illustrate some of the difficulties beset-
ting surveys enquiring about levels of pain/discomfort and
also begin to suggest how women strategically position
themselves to exert control over their pain experience.
Strategic positioning
The interviews showed some of the devices women used
to help them feel, and show themselves as in control of
pain. Some used humour, laughing at their weakness and
sharing the joke with the interviewer:
I was told it wasn’t going to hurt, so I thought I could
handle that. [laughter] . . . As long as there’s no pain
involved, I can handle it. (UKPV5)
because I have made a fuss about the mammograms
. . . the first thing [the consultant] said to me was, he
said, um, he said, I know how much you love the
mammogram [laughter] . . . (UKPV22)
A radiographer described the use of humour as a coping
strategy, referring to a well-worn joke on preparatory
exercises.2
A way, I think, women deal with it is they – we make
it comical. You know . . . comedians talking about,
oh, my mammogram, slamming your . . . breast in a
fridge door. (R2)
Other patients took on the role of the stoic – the strong
woman, able to endure:
[I have] quite a deep sense of taking pain, it doesn’t,
you know, I never even have an injection to have my
teeth filled. . . .
The qualification of this, however, suggests endurance
does not come easy:
because you’ve got to get on with it, you might as well
steel yourself, and it’s only for a second isn’t it?
(UKHV8)
Others were more downbeat about their capacity to
endure:
I can’t say the experience was very, ah . . . encourag-
ing you to really keep up with it, you know. . . . You
weigh your choices, you know, you want to take care
of yourself, so you just do it, but it’s a matter that you
must do it, even though you suffer. (UKPV29)
they always have to press . . . compress it so hard and
. . . hold your breath and just pray that they hurry up
and take that picture. [laughs] (USPV278)
Such acceptance of pain – as a duty, to oneself and to the
nation (Howson 1999; Griffiths et al. 2010) – appears to
help preserve dignity and a measure of control. Even the
woman who used the most extreme language about pain
also embraced the story of endurance and understatement:
I find mammograms absolutely, incredibly painful . . .
oh, the agony! . . . I have it done, because I think it’s
important to have it done, but I don’t enjoy it.
(UKHV6)
The persona of the negotiator appears rarely (although
ACS, e.g., does recommend talking to the technician if
feeling pain). One US participant recounted her successful
challenge – more in the style of a battle than a negotiation:
. . . I look at the lady and I said, you, if you want to
save your million dollar machine, you need to not
press it down anymore . . . She said, OK, well, I’ll, you
know, I’ll do the, tell the doctor. You tell doctor to
come on over here . . . he’s got stuff that can be
mashed too, you know, it’s not fair. So. (USHV296)
But for the most part, patients seem to reserve their criti-
cal comments for outside the clinic – and for the system
in general – from sweeping generalisations like ‘Every-
body hates the mammogram’ (UKPV6) to a plea for
women to have ‘the right to have a procedure that’s not
always uncomfortable for them’ (USPV278) – rather than
the individual encounter. The particular sub-theme of
whether the mammogram would be tolerated if men
were subjected to it is noted in the literature (Poulos &
Llewellyn 2005) and is intermittently developed on
various blog and chat sites3 but not as any kind of organ-
ised protest.
While patients seem to show little appetite to negoti-
ate a better deal, either on the general or the individual
scale, there is however an important role for interper-
sonal negotiation in the clinical encounter as discussed
below.
2See, for example, http://www.unexplained-mysteries.com/forum/index
.php?showtopic=9571
3For example, http://www.humorcolumnist.com/mammogram.htm;
http://www.netfunny.com/rhf/jokes/02/Jun/mammogram.html
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The professionals’ positioning
Studies carried out in a variety of locations have noted
variations in patents’ perceptions of staff behaviour as
crucial to their experience of pain or discomfort (Aro et al.
1996; Bruyninckx et al. 1999; Engelman et al. 2006;
Wiratkapun et al. 2006; Davey 2007; Almog et al. 2008).
One such (Van Goethem et al. 2003) not only sought the
opinions of patients on staff, but also the views of radiog-
raphers on patients, and found poor correlation between
the radiographers’ views about the patients’ experience
and patients’ own accounts.
Patients’ accounts indicate variable radiographer/
patient relationships, often shaped not so much by verbal
communication as by the enacted physical relationship –
body language and sensitivity about level of compression.
Thus, a patient observes of the screening service:
Some nurses are like ‘oh, just squash it down’ [laughs]
A bit gung-ho shall I say. (UKHV2)
while a cancer patient commented on how her second
diagnostic mammogram was more comfortable than the
first:
She did it very gradually, a bit more considerate . . .
she could sense that my threshold had been reached.
(UKPV2)
A radiographer acknowledging the variation explained it
as an unfortunate hangover from an older tradition:
it does all come down to training. There are pockets of
people who still firmly believe that you should give as
much pressure as you possibly can. . . . I wouldn’t say
that with the modern equipment it gets you a better
image. And all it’s doing is giving that woman a worse
experience. (R2)
Her own practice appeared to recognise the need for a
physically-mediated rapport with the patient:
When you’re training someone, you tell them what
the minimum is, but then they have to very much get
used to the feel of the breast and the look of the
woman. So you’re feeling the tautness of the breast,
but looking at the woman’s face.
Official guidance to radiographers (Breast Screening
Programme 2002) stresses the importance of patient–
radiographer interaction and provision of good verbal
information prior to the procedure, but how or if this is to
be structured into routine procedures is unclear. Thus,
current policies put a great weight of responsibility on
individual professional staff. Radiographers need skills in
physically guiding and talking anxious patients through
the procedure, often under pressure of time:
you say, well, you know, we’ll do it together. Let’s
just talk about it. You’ve only got six minutes, so
you’re manoeuvring them while you’re saying that
. . . if you talk about it and tell them that, I control the
footswitch, so at any time. . . . I can stop it. I think
that’s the crucial thing. (R2)
In the diagnostic mammogram, there is more time for
talk, while giving the same message.
This radiographer’s offer to share power demonstrates a
practical ‘work-around’ or adaptation of the findings of
Kornguth et al. (1996) about how more control of the com-
pression process could improve a patient’s pain experience
– a finding accepted in principle by Miller et al. (2008)
in their Cochrane review but not deemed currently
implementable.
Radiographers are in the invidious position of having to
reconcile time limits (about 6 min per examination for
screening services) and strictly monitored standards for a
technically satisfactory image (in the UK NHS there are
penalties for a technical recall rate exceeding 3%) with
vaguer recommendations to give more information and
take a gentle and supportive approach. Performance
moreover is judged on image quality not patient experi-
ence. Thus, for professionals as well as patients the mam-
mogram makes considerable but little remarked personal/
professional demands.
Absentees
Despite operators’ persuasive techniques and fine judge-
ments, the physical limits to amelioration remain:
. . . when that’s put in the vice, and that’s wound
down, it hurts, and I say to the girl, it hurts, she says,
well it will do. And I’ve said to [the consultant], that
hurts when they do that. He says, well it will.
(UKPV34)
Given such dour acknowledgement by the professionals,
it seems not surprising that some women simply reject
mammography, although their rationales extend beyond
pain (Pfeffer 2004). Acceptance rates for UK screening
programmes, for example, were about 73% in 2010–1011,
which leaves a sizeable minority who are not complying.
Information on non-attenders is sparse, but pain and ‘lack
of respect’ are commonly cited (Marshall 1994; Elwood
et al. 1998; Johansson & Berterõ 2003; Pfeffer 2004;
Engelman et al. 2006; Barter-Godfrey & Taket 2007). For
those women who remain compliant, it takes a combined
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effort (of varying intensity) between themselves and
professional staff to maintain the effectiveness of the
technology.
DISCUSSION
These observations and findings suggest that for all its
solid medical, public and technical credentials, mammo-
gram technology depends substantially for its effective-
ness on a number of social and cultural conventions,
beliefs and contingently established working practices.
These include the target populations’ beliefs about respon-
sible citizenship, their fear of disease, heightened aware-
ness of risk and respect for medical authority. While this
may apply to any widely used diagnostic technology,
the tensions in enacting the procedure are particularly
visible in mammography, given the lack of effective pre-
medication and the high visibility and direct effect of the
machine-driven compressive process. The literature sug-
gests that pain acts as a disincentive in varying degrees to
compliance with screening regimes and an additional
anxiety for patients with suspected or known breast
disease. This has implications for policy – particularly
policies regarding: (1) sustaining a culture that enables
(and ennobles) compliance; (2) reviewing arrangements for
pain management; and (3) reassessing the place of alterna-
tive technologies in longer-term planning.
Given the authoritative ‘truth discourse’ offered in
patient information leaflets and some older academic arti-
cles advising that pain is not a problem (Rutter et al.
1992), one aim of this paper has been to demonstrate that
pain in mammography is an issue to be taken seriously.
The academic literature cited provides evidence of
concern in the medical profession as well as continuing
divisions of opinion on ‘what counts’ as pain. Addition-
ally, the qualitative data adduced here, although it cannot
resolve disagreements about the prevalence of pain, does
indicate the physical and mental stresses a mammogram
can induce, and the personal and professional resources
consumed in accomplishing satisfactory results. The
paper has focused on two voices that may hitherto have
been insufficiently heard in the context of this routine
diagnostic examination – those of the patients (including
screening patients) and the front-line professionals admin-
istering the procedure. Their comments suggest that
concerns about pain may have been underestimated and
deserve more systematic attention in the future.
Arguments for change based primarily on compassion
and micro-level inefficiencies may however carry little
weight against powerful arguments for maintaining the
status quo. The mammogram meets technical criteria for
an effective diagnostic tool and is established as part of the
institutional framework of the public health services.
There is technological lock-in to the extent of massive
investment in equipment, staff training, improvements
(such as digitisation) and development of professional
expertise. Even were it less effective than it is, it would be
hard to dislodge for these reasons. Equally important is the
weight of medical authority promoting the mammogram
in seamless alliance with cancer charities and patient
groups, together with the special status of cancer as a
‘dread disease’ (Sontag 2006) adding to pressures for com-
pliance. Patient organisations play an important role in
promoting cancer awareness as well as in reinforcing
medical authority. Their campaigns add to the macro-
level encouragement to populations to construct them-
selves as at risk of disease and take responsibility for
managing their health (Rose 2001; Willis 2004, 2008;
Kampf 2010) and graphically reinforce the messages of the
importance of early detection and individual responsibil-
ity (Foskett 2000; Klawiter 2008). Gigerenzer (2010) has
argued that the patient information available to women
from all sources has led to their seriously overestimating
the risk of cancer and the benefits of screening mammo-
grams (Schwartz et al. 2004; Jepson et al. 2007). A side
effect of the generally welcome high level of activism and
awareness of cancer may thus be an imbalance of infor-
mation, tending to boost public acceptability of the mam-
mogram and downplay its shortcomings.
These influences may account for the extent to which
the pain issue is pushed to the margins. While in other
areas of medicine pain mitigation has been a major objec-
tive (Nettleton 1989; Taddio et al. 1995, 2009; Ipp 2004),
there is some (largely anecdotal) evidence of undervaluing
pain in relation to diagnostic methods for other forms of
cancer (Singleton & Michael 1993); see also the minority
view in the patient database on prostate biopsy on the
website Healthtalkonline.4 Health service providers judge
acceptability of the mammogram on compliance rates and
(at the local level) formal patient complaints. Despite the
negative evidence on patient experience, very few women
refuse a diagnostic mammogram and acceptance rates for
UK screening programmes are sufficient to satisfy service
providers (Breast Screening Programme 2006). Further-
more, the qualitative findings cited here indicate little
appetite for radical action among patients, including those
who express deep aversion to the process. And the sub-
stantial minority who simply stay away do not constitute
a large enough number to trigger review of policy.
4See http://www.healthtalkonline.org/Cancer/Prostate_Cancer/Topic/
1890/
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There seems little prospect of early rescue via alternative
imaging technologies (although women taking part in the
tests of the new optics-based technology seemed to invest
a good deal of hope in this). Karellas and Vedantham (2008)
comment on the ‘unfortunate’ fact that ‘the scientific
community has been unable to overcome the vigorous
breast compression needs of mammography’ (p. 4881), but
still envisage the mammogram (in its digital version) main-
taining its leading position over the next 10 years, although
increasingly being used in combination with other modali-
ties. Developers of alternative breast-imaging modalities
(such as optical imaging requiring little or no compression)
concur with this multi-modality model, with the mammo-
gram still in the lead, rather than replacement (Leff et al.
2008; Pogue et al. 2010). This cautious approach does
include a space for research on further developing the
whole raft of technologies, but offers mammogram-averse
patients only faint comfort for the immediate future.
CONCLUSIONS
The muted level of dissent leads to the conclusion that the
majority of women feel compelled (by fear or duty) to
comply with the demands of mammogram technology, and
with the help of their personal strategies and ‘work-
arounds’ developed with radiographers are complicit in
sustaining the present unloved regime. The compulsion
to self-surveillance, as responsible citizens and family
members, combines with ready acceptance of the discourse
on the risk of cancer and the benefits of mammograms to
command their attendance as recommended at clinic or
screening centre, working on themselves by further prac-
tices of the self as necessary. Exceptions to this are of
course the important minority of those opting out of
screening programmes altogether. It appears however that
their numbers are insufficient to stimulate reforms. As
long as the majority of patients and potential patients
comply with the diagnostic regime proposed to them, their
pain or discomfort will remain personal troubles not public
issues (Mills 1959) and radical change cannot be expected.
This need not however rule out a greater commitment
to mitigatory action, and I conclude with some possibili-
ties for practical change suggested by this study.
1 Listening to the patient/consumer voice indicates that
pain is an issue for many women undergoing mammo-
grams, even though it may not affect their compliance.
Recognising this in the tone and content of patient
information and advising on ways to deal with it would
show greater respect for patients than blanket reassur-
ance, which too often appears in patient information. In
the case of the NHS, this change would accord with
their declared policy on providing balanced information
rather than promotional literature (Breast Screening
Programme 2006). Patient advocacy groups might also
wish to consider whether a franker focus on pain could
enhance their special role in providing support and lob-
bying for attention to patients’ needs.
2 While there is general acceptance of the importance of
the radiographer/patient relationship in producing good
images with less patient discomfort, there appears to
be scope for this to be better integrated into training
programmes, formal working protocols, procedural
guidelines and assessment criteria for radiographers’
performance. Provision for skills and structures rel-
evant to patient experience might usefully be included
in all of these, in line with accepted policies for a part-
nership approach to patient/professional relations and
recommendations already contained in staff guidance
on the development of sympathetic relationships.
3 At the technical level, service providers and other
funding bodies might wish actively to support the trans-
lation into practice of experimentally tested means of
pain mitigation (including physical interventions, e.g.,
reduced compression), and ensure that implications for
patient experience are routinely taken into account in
considering need for upgrading equipment. Considera-
tion of patient comfort might also be added to other
well-acknowledged reasons (concerning radiation risks
and technical limitations) for further developing and
integrating into practice alternative or complementary
imaging modalities.
Despite relatively high compliance levels, the mammo-
gram is generally disliked and often feared, and evokes
tensions between aversion to pain and commitment to
responsible citizenship. While pain is only one of many
issues involved in the complex interplay of ideologies,
authorities, emotions and workplace negotiations that
sustains mammography, its behavioural and emotional
reach is broad. Greater and more structured attention to
pain management has potential not only to improve the
experience of patients and front-line professionals, but
also to contribute to diagnostic effectiveness.
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